Medicine in Old Age
Gastrointestinal Problems in the Old-I DENNIS E. HYAMS British Medical Journal, 1974, 1, 107-110 Gastrointestinal symptoms and diseases increase with ageing, and the commonest lesions are carcinoma (of the stomach or large bowel), peptic ulceration, intestinal obstruction (herniae or diverticular disease of the colon), hiatus hernia, and gallstones. The first three of these caused most of the 20% of deaths directly due to lesions of the digestive system in Mc- Keown's series of 1,500 necropsies in patients aged 70 or over." This incidence was second only to diseases of the cardiovascular system as causes of death, and numerically only a little less. Carcinomas of the gastrointestinal system made up nearly half of the total of fatal malignant disease, and half of these were in the large bowel. Disease of the biliary tract has been said to be the commonest pathological finding requiring abdominal surgery in the aged.2 In elderly patients with abdominal pain, Ponka et al. found that gallbladder disease was the cause in 27-5%. 3 Functional Changes in the Gut Changes have been described in the flow and composition of saliva, gastric juice, bile, and pancreatic juice; in the motility of the stomach and large bowel; in small intestinal absorption; and in large bowel flora. Associated structural changes have also been described. It is doubtful, however, whether these changes contribute significantly to This is a common and important complaint in the old. It must never be regarded as functional unless the fullest possible investigation has been carried out-and even then the patient must be reviewed frequently and carefully. The difficulty in swallowing may affect solids but not liquids, and some types of solid food are easier to cope with than others. Food may stick at a consistent level, and then move on or be regurgitated, but the elderly patient's description of the level may be inaccurate. At times the initiation of the swallowing reflex seems impaired, and food is chewed for long periods but finally rejected. The risk of "spillover" into the trachea is common in patients with neurologicallycaused dysphagia, and they may be afraid to swallow. The alarm which dysphagia causes to an elderly patient must always be remembered: the fear of cancer will be there. to the urgency of the desire to defaecate, the fluid or semiformed stool, and possibly impaired mobility, a too-distant lavatory, and occasionally laxity or weakness of the anal sphincter.
Causes of Dysphagia

Faecal Incontinence
The causes of faecal incontinence may be local or distant. Of local causes, diarrhoea is the commonest, but rectal prolapse or prolapsed haemorrhoids may be present. Rarely is faecal incontinence due to simple weakness or laxity of the sphincter. Distant causes include brain damage or dementia, leading to lack of cortical inhibition, but this cause is less common than a local cause-in contrast to urinary incontinence, where the converse applies. Spinal cord lesions are rare causes of faecal incontinence in the old. Faecal incontinence can be the final straw which breaks down attempts to nurse an old person at home; by earning for him the erroneous label of "senile" or "mental" it may lead to misplacement of the patient in a mental hospital.
Constipation
Many old people are constipated, and even more are convinced that they are, since preoccupation with the bowels is common in old age. The importance of constipation is that it may lead to severe complications. Constipation is best thought of not in terms of transit-time through the gut, which is slowed in old age5 6without necessarily causing symptoms, but rather the type of faeces produced-that is, hard and dry.
About Wilkins has illustrated the vicious circles which may develop ( fig. 1) Table II classifies other types of eruption, whose pathogenesis is almost entirely unknown. The reported frequency of drug rashes depends upon the vigilance of the observers, the prescribing habits of the doctors, the self-medication urges of the patients themselves, and (of increasing importance), the unknowing exposure to drugs, as, for example, quinine in beverages such as Bitter Lemon.
The apparent incidence of rashes may be misleading. Plainly the antibiotics labelled "high risk" are prescribed for more patients than are the hydantoins, which I have listed under "common offenders"-and yet hydantoin may be the more active culprit causing a great diversity of rashes in a higher proportion of patients for whom it is prescribed.
The properties of the drug itself, its impurities, the excipients, and its metabolites will need to be considered. The antigenic determinants may be relevant and may number at least three in sulphonamides and over a dozen in the penicillins.
The type of rash is important diagnostically. An acute erup-
